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SINEAD MCGILLOWAY AND MICHAEL DONNELLY 
Service Needs of the Homeless 
Mentally III in Belfast 
Despite the now well-established link between homelessness and mental ill health 
[1], little is known about whether or not the homeless mentally ill are receiving 
appropriate care and support or, indeed, what is the most effective way of deliver-
ing services to them. Research in this area is needed to address, among other things, 
persistent claims about how health and social services may be failing to provide 
adequate care for this population [2-4]. In the fIrst part of the present study (see the 
preceding article), it was reported that 41 percent (165/401) of single homeless adults 
in Belfast had a mental health problem. A signifIcant proportion had sufficiently 
poor levels of functioning and mental morbidity to suggest that they were not in 
contact with appropriate, if any, services or that existing provision of care was inad-
equate. Here we describe part two of the study, which was undertaken to assess the 
health, social care, and accommodation needs of 164 residents with mental health 
problems, with a view to estimating and planning future service requirements. 
Method 
Details on participants (including demographic characteristics) and settings are 
provided in the preceding paper. In part two of the study, three social workers and 
two community psychiatric nurses (CPNs) (i.e., who acted as facilitators during 
part one) conducted structured interviews with key staff. A four-section structured 
Needs Assessment Interview (NAI) schedule-based on a modifIed version of 
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Wykes's Assessment of Need Questionnaire [5]-was completed for each resident 
by one of the mental health professionals in conjunction with one or more hostel 
or B&B staff (one person was inadvertently excluded from the assessments). This 
scale, as opposed to the MRC Needs for Care Assessment Schedule [6], was cho-
sen for its relative simplicity, brevity, and minimal training requirements. In Sec-
tion One, staff indicate for which of eight types of accommodation they consider 
the resident best suited. The level of need for, and availability of, a number of 
health and social services (i.e., "no need," "under-used," "met need," or "unmet 
need") is assessed in Section Two. Section Three focuses on general mental health 
care; and the final section comprises a list of 28 services (medical, social, etc.) for 
which staff are asked to indicate current need and receipt. 
Results 
Mental health service needs 
Mental health services were among the ten services considered to be most com-
monly needed by residents (see Figure 1). High levels of unmet need were also 
recorded for social activities (44 percent) and day~care provision (39 percent). OP 
services were the most widely received (65 percent, 1071164) of all services. 
Only 44 percent (73/164) of residents were receiving one or more mental health 
service(s). For example, 34 percent (56/164) needed, but were not in contact with, 
a mental health social worker (Figure 2). Only 8 percent (14/164) and 10 percent 
(16/164) of the group were seeing a CPN and psychiatrist, despite the fact that a 
further 30 percent (501164) and 26 percent (431164), respectively, were in need of 
these specialist services. However, social work services were received by propor-
tionately fewer people than any of the other "key" services. Furthermore, staff 
reported that only 7 percent of residents (111164) were attending a psychiatric 
outpatient clinic, and a further 21 percent (35/164) were in need of th is service. 
Similarly, four people were attending a day hospital; but a further 12 people (7 
percent) could, according to staff, benefit from day-hospital attendance (see Fig-
ure 2). 
Most of the residents in need of mental health services had "moderate" to 
"severe" levels of impairment on the Rehabilitation Evaluation Hall & Baker 
(REHAB) Scale [7], and the pr9portion in need of each service increased with 
greater levels of disability. For example, staff estimated that 30 percent (25/83) 
of "community survivors" would have benefited from contact with a CPN, com-
pared with 58 percent (18/31) of those in the "severely impaired" category. Need 
for most services was also significantly associated with the type of mental health 
problem. For example, proportionately more people who had a specific mental 
illness only (as opposed to those with alcohol and/or drug problems) needed to 
see a psychiatrist (47 percent vs. 10 percent, respectively; X2 = 28.47, df = 5, P 
< 0.0001). 
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Figure 1. Ten services most commonly needed by residents. 
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Figure 2. Staff-perceived need for and receipt of mental health services. 
Supervision o/medication 
Approximately half (49 percent, 811164) of the residents were taking regular medi-
cation for their mental health problem, most (74 percent, 60/81) of whom did so 
without supervision. Six people (7 percent) were resistant to supervision or re-
fused to take medication. Eleven percent (10/81) had not had at least one review of 
their medication requirements during the previous year. Supervision needs were 
significantly associated (X2 = 35.42, df = 4, P < 0.0001) with the General Behaviour 
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(GB) [7] category. For example, 76 percent (63/83) of "community survivors" 
required no supervision compared with 54 percent (27/50) and 23 percent (7/31), 
respectively, of "moderately" and "severely" impaired residents. 
Accommodation needs and levels of functioning/dependency 
Fifty-three percent (87/164) of residents were, according to staff, best suited for 
some form of independent living (see the table); but most of the remainder (64177) 
required more supportive accommodation. These staff-perceived accommodation 
needs are consistent with clinical judgments about the types of accommodation 
considered suitable for people with different levels of mental disability [7]. For 
example, there was a significant relationship (X2 = 26.0, df = 8, P < 0.01) between 
the REHAB General Behavior (GB) category and the type of accommodation con-
sidered by staff to be most appropriate; and 70 percent (38/54) of residents who 
required shared, fully staffed community accommodation (51) or institutional-
type care (3) scored above the cutoff of 40. 
Discussion 
To our knowledge, this is the first comparatively large-scale study of the service 
needs of single homeless people suffering from mental ill health. Although the 
design of the study may be less sophisticated than, for example, the work by Hogg 
& Marshall [8], it was, nonetheless, conducted on a large scale; and the findings, 
therefore, are more likely to be representative than the few previous surveys. It is 
important, however, to be aware of the limitations of the study in view of the 
problems of rating need for behavioral interventions in hostels for the homeless 
and of excluding residents' views [8]. (It is worth noting that the views of a small, 
randomly selected sample of 28 residents [17 percent] were elicited during inter-
views with a former homeless person [McGilloway & Donnelly (9)].) 
Nonetheless, although the assessments were staff based, the method provides 
useful global estimates of service need. Moreover, the validity of the needs assess-
ment is based on a set of interrelated activities such as the structured training 
program for hostel staff (see the previous paper), the completion of self-report 
measures for each resident, and the joint assessment (by a mental health profes-
sional and a hostel worker) of service needs. ~urthermore, the various sources of 
data are internally consistent. For example, the significant association between 
service needs and REHAB scores indicates staff knowledge of, and sensitivity to, 
the extent of impairment among their residents. 
The results suggest that many people have high levels of need that are not being 
met by existing services. The comparatively high level of contact with GP services 
is consistent with previous findings [10-12] that indicate an increased risk of physi-
cal illness among the homeless and high levels of comorbidity of physical and 
mental illness. No information was available from our study on the number of 
54 SlNEAD MCGILLOWAY AND MICHAEL DONNELLY 
Staff-perceived Accommodation Needs 
Type of accommodation Number of residents 
Independent living (house/flat/bedsit) 
Independent living with minimal support 
(resident visited regularly by someone 
experienced in providing type of support 
required) 
Independent living with fuller support (resident 
visited by housing support worker and 
receives regular domiciliary backup from 
members of the community psychiatric team 
and social services) 
Shared accommodation (e.g., group home) 
without support 
Shared accommodation with nonresidential 
support (residents visited regularly by member[s] 
34 
30 
23 
of psychiatric team) 9 
Shared accommodation with minimal staffing 
(support staff during the day; unstaffed at night) 13 
Shared accommodation with full (24-hour) 
support (possible supervision of self-care, 
meals, and other daily activities) 51 
Institutional care 3 
Total 164 
% 
21 
18 
14 
5 
8 
31 
2 
100 
people permanently on GP lists and, therefore, to what extent they were receiving 
continuity of care. This is an important point because, for many homeless people, 
GPs often provide the first contact with mainstream health and social services and 
are ideally placed to assuage any fears or suspicions about health professionals. 
They should, therefore, be targeted in any promotional or training activities that 
specifically address the needs of the homeless mentally ill. 
Single homeless people with mental ill health also have comparatively high 
levels of need for services provided by social workers, CPNs, and psychiatrists. 
However, the highest levels of need, overall, were found to be for specific, time-
intensive interventions such as personal counseling and, consistent with other re-
search [8], behavioral therapy. (The mental health professionals provided guidance 
to staff and were able, therefore, to explain, if necessary, the distinction between 
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personal counseling, behavioral therapy, and alternative forms of care.) Hostel 
staff were also performing duties outside their remit in that, for a small number of 
people, they were supervising the medication requirements. 
The findings point toward serious gaps in mental health service provision, as 
over half of the residents were not receiving such services. Furthermore, the high 
levels of unmet need for social activities indicate-in line with the available evi-
dence [8, l2]-that although many of the group may be incapable of work, a large 
proportion do require a structured program of social activities. This highlights the 
social isolation commonly observed among homeless people (and likely to be 
exacerbated by chronic mental health problems). 
The residents in this study require a variety of housing options that are consis-
tent, for the most part, with the REHAB categorizations. Large proportions of 
residents also require life/social skills and/or domestic skills training and are bet-
ter suited, therefore, to more specialist forms of accommodation-at least in the 
short term-where these kinds of activities can be tailored to their needs and rou-
tinely offered to promote skill development and autonomy. For example, residents 
with alcohol problems may experience great difficulty in finding and keeping suit-
able accommodation, and may also be more likely to lose contact with caring 
agencies [l3]. 
It was not possible in this study to assess the extent to which high levels of unmet 
need indicate inadequate provision because homeless people may, on occasion, be 
reluctant to accept professional help. The need to engage homeless people in ser-
vices is an important issue often cited to explain their generally low acceptance of 
mainstream services. For example, homeless hostel residents may perceive service 
providers as intimidating and/or lack the motivation to attend to their mental or 
physical health, about which they may also have low expectations [10] and over 
which basic requirements such as housing and income tend to take precedence [2]. 
Health professionals should, therefore, attempt to build trusting relationships 
with their homeless clients as a critical first step toward more conventional treat-
ment and care. There are some indications from this study that the inadequacy of 
present service provision may stem, at least in part, from the type and nature of 
services rather than the absence of services per se. For example, the present de-
marcation of community mental health and primary care services within the United 
Kingdom may result in fragmented (or no) service provision for homeless people 
with physical and mental health-care needs. 
Adequate service provision should incorporate a range of affordable housing 
(e.g., similar to the London Homeless Mentally III Initiative [4]), linked to sup-
portive, multidisciplinary (mainstream and specialized) services that provide both 
mental and physical health care and rehabilitation. Options for service change-
based on the findings of this and other studies and on key documentation [14] and 
the views of local agency representatives-might include: (a) mental health aware-
ness and education programs for all staff working with homeless people, includ-
ing GPs; (b) involvement of service-users in the consultation process; (c) an 
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assessment of existing service provision to inform future professional roles and 
practices; (el)"a designated multidisciplinary "rapid response" service for home-
less mentally ill people (and a reconfiguration of existing services); (e) training for 
specialist team members in substance abuse; (f) development of specialist accom-
modation unites); and (g) increased provision of day care. It is worth noting that, 
following dissemination of the research reported here [9], a Homeless Support 
Team has been set up in Belfast. 
Finally, although future research is needed to inform the systematic planning 
and implementation of services for homeless people with mental health problems, 
health and social service planners and providers should, in the meantime, be pre-
pared to take risks in order to devise an innovative, effective, and nonstigmatizing 
service response for this doubly disadvantaged group of people. 
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